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SHARING EXPERIENCE OF MANAGING ROTAVIRUS OUTBREAK INFECTION
AT A PSYCHIATRY NURSING HOME
Hsiao-Ping Teng, Wan-Hsiang Tai, Fu-Chao Chung, Pei-Ling Huang. Infection
Control Committee, Bali Psychiatric Center, Ministry of Health and Welfare,
Taiwan
Purpose: Rotavirus is known for its high contagion at a low dose. Meanwhile,
it is transmitted through extensive and diversified channels. The virus can
hence easily trigger a breakout in densely populated institutions such as hos-
pitals, nursing homes, and schools.
Methods: Our institution had a gastroenteritis cluster incident on December
23, 2013.A total of 12 people met the definition of a case, including 1 man
and 11 women. The total attack rate among inpatients was 26.09% (12/
46). Following management through interventions such as infectious disease
screening, immediate reporting, enforcement of hand hygiene, infection
control measures, centralized separation in different zones, environmental
cleaning and disinfection. None of the 25 employees was infected. Among
the 8 stool samples sent for laboratory testing, 5 were positive with
rotavirus.
Results: The situation was under control by Day 10. No additional cases of
vomiting and diarrhea were found after January 2, 2014. We suspect that
the gastroenteritis cluster infection caused by rotavirus might be the first in-
dicator case with gastrointestinal symptoms found on December 23. Cross
infection was the result of joint participation by asymptomatic carriers in
collective or group occupational therapy or the infected environment as a
whole. The infection could also be spread through inpatients that shared
bathrooms or the same space in the institution. Fortunately, only one of
the 3 patient wards within the institution was infected.
Conclusions: This incident shows that a shared bathroom environment and
undesirable hand washing habits might facilitate the spread of rotavirus-trig-
gered gastroenteritis. In other words, good hand washing habits should be
formed and maintained in daily life and infection control measures should
be activated as soon as suspicious cases are monitored. This is the only
way to properly control infectious disease.PS 2-395
SUCCESSFUL CONTROL OF VANCOMYCIN RESISTANT ENTEROCOCCUS
FAECIUM IN EASTERN TAIWAN
Yu-Huai Ho a, Hui-Li Jiang b, Chen-Hui Wang b, Xiu-Hui Huang b, Ya-
Pin Xu b, Lih-Shinn Wang a. aDivision of infection Diseases, Department of
Internal Medicine, Buddhist Tzu Chi General Hospital and Tzu Chi
University, Taiwan; bUnit of Infection Control and Management, Buddhist
Tzu Chi General Hospital, Taiwan
Purpose: Between October to December 2011, we found a VRE hospital wide
outbreak in our hospital. Newly acquired VRE cases had increased from 23
(between July to Sep 2010) to 132 (October to Dec 2010). We try to imple-
ment a series of infection control program to control the VRE outbreak.
Methods: We describe multiple intervention strategies to control the
outbreak. This included active surveillance culture perform to every patient
transferred from other hospital or nursing home, isolation and cohort VRE
patients, identification VRE carriers (screening) by culturing rectal swab
from contact patients present in the unit, developed electronic flagging sys-
tem that automatically flag VRE patients on admission.
Results: The main outcome of the study was the number for newly acquired
VRE cases and monthly acquired rate. The total of newly acquired VRE cases
decreased from 227 on 2011 to 112 on 2012. The rates of acquired VRE had
also decreased from 0.9147 per 1,000 patient-days (227/248155) in 2012 to
0.4847 per 1,000 patient-days (112/231051) in 2012 (Figure).
FigureConclusion: The most important approach to control VRE outbreak is to con-
trol its spread among patients. Multifaceted strategies were needed to halt a
widespread outbreak of VRE in our hospital.PS 2-396
INVESTIGATION OF SCABIES CLUSTER AT THE TAIWANESE REGIONAL
HOSPITAL
Pin-Ru ChangChien a, Hsueh-Lan Chao a, Chiu-Yen Yeh a,
Hsiao-Ching Chang a, Ru-Yun Yang a, Miao-Chen Tsai a, Liang-Jun Chen a,
Chun-Kai Huang b, Hsi-Hsun Lin b. aE-Da Hospital/Division of Infection
Control, Taiwan; bE-Da Hospital/Division of Infectious Diseases, Department
of Internal Medicine, Taiwan
Purpose: infection control team was informed three health care work-
ers(HCWs)had manifested skin rash and itching on their wrist, thighs and um-
bilicus at the Orthopedic ward around form two to ten days on the 12th,
September, 2013.They went to clinics where were outside the hospital. The
diagnoses of clinicians were that the two HCWs were eczema and one was sus-
pected scabies. In the same month, one doctor at hospital saw 8 HCWs. The
results are 7 of them were and one was suspected scabies. The infection con-
trol team immediately surveyed and investigated this event whether it was
cluster or not. Then, we intervened into measures to contain this cluster.
Methods: The First, we surveyed and investigated the sources of contamina-
tions and the linkage of infection. We cleaned the nursing station, dressing
room and public area. The second, we suggested the identified cases should
have been quarantined at home for 4days. Patients only could be discharged
but not be admitted at contaminated wards until no of patient at wards, and
the manpower of nurses also concomitantly was reduced. We emptied all pa-
tients and then had disinfected the contaminated wards and nursing dormi-
tories. We also gave scabies drugs to the infected and suspected HCWs.
Results: At the beginning, three suspected were ignored. The contaminated
clothes were also ignored to clean and public area and dressing room were
not suspected already contamination. Thus, the results had led to the sec-
ond wave occurred that there were 7 HCWs was infected and one was sus-
pected. All of them lived at the same dormitory. We observed dormitory
that two beds were combined and two nurses slept together. All of 8 nurses
were the same situation. All rooms were messy. These results in cross infec-
tion and cluster. The sources of contagion were not from patients but from
nurse. We cleaned their rooms, packaged mattresses, boiled their clothes
and treated nurses. Then we had traced 6weeks until no new cases.
Conclusions: we ignored the first wave and lost best chance, thus the results
we needed more resources to extinguish the second wave cluster.
Keywords: Scabies, Health care workers, ClusterPS 2-397
OUTBREAK OF CHRYSEOBACTERIUM INDOLOGENES INFECTION RELATED
TO A CONTAMINATED WATER PIPE
LI-Hsiang Su a,d, Ya-Fen Tang a,b,d, Lin-Hui Su c,d. aCommittee of Infection
Control, Taiwan; bDepartment of Clinical Pathology, Kaohsiung Chang Gung
Memorial Hospital, Taiwan; cDepartment of Clinical Pathology, Chang Gung
Memorial Hospital, Taiwan; dDepartment of Medical Biotechnology and
Laboratory Science, Chang Gung University, Taiwan
Purpose: Chryseobacterium indologenes is an environmental organism which
usually causes opportunistic infection in humans. Healthcare-associated
infection (HAI) due to contaminated devices by the organism with multi-
drug resistance is a threat to hospitalized patients, especially those with se-
vere underlying diseases. Between October and December, 2013, a significant
increase of C. indologenes HAI infection was found in a medical intensive care
unit (ICU) at a tertiary hospital in southern Taiwan. The present study was un-
dertaken to investigate the source of infection for the suspected outbreak.
Methods: A total of 6 patients were found to have HAI of post-surgical wound
infection, pneumonia, and bacteremia by C. indologenes. On-site inspection
of daily nursing care procedures was conducted. Cultures of sputum speci-
mens from patients and swab samples from the ICU environment were per-
formed. Pulsed-field gel electrophoresis (PFGE) was used to delineate the
genetic relationship among the isolates.
Results: A total of 86 specimens, including 18 sputum and 68 environmental
specimens were collected. C. indologenes was identified from one sputum
S150 Abstracts of the 7th International Congress of the Asia Pacific Society of Infection Control, Taipei, Taiwan, March 26-29, 2015and 4 surface swabs from the furniture and equipments within the ICU. All iso-
lates, including those from patients, demonstrated identical PFGE patterns.
The colonization of C. indologenes on a plastic pipe attached to the tap in
the washing room may have led to the subsequent contamination of the ICU
environment. On-site inspection also found that hand hygiene policy and infec-
tion control measures were not adequately implemented. Re-education of the
personnel, removal of the contaminated water pipe, and daily cleaning of the
environment with hypochlorite solutions successfully stopped the outbreak.
Conclusions: The significant increase of C. indologenes HAI in the ICU was an
outbreak probably originated from a contaminated water pipe used to clean
sputum suction bottles. On-site inspection and intervention as well as the
molecular typing analysis provided solid evidence and helped to terminate
the outbreak.Figure: pulsed-field gel electrophoresis.PS 2-398
AN OUTBREAK OF INFLUENZA A IN A PUBLIC PSYCHIATRIC TEACHING
HOSPITAL
Pei Hsuan Li a, Chin Hua Chen a, Hsiao Ping Lan a, Yen Ju Huang a, Pao
Yu Wu a, Mei Lin Teng a, Chi Chin Tsai a, Liao Chia Hung b. aDepartment of
Infection Control, Tsaotun Psychiatric Center, Ministry of health and
Welfare, Taiwan; bDepartment of Infection Internal, Medicine Nantou
Hospital, Ministry of health and Welfare, Taiwan
Purpose: Psychiatric hospital patients due to interference effects of mental
illness awareness and self-care skills and because of dense population char-
acteristics, so that epidemic-prone diseases. A-type influenza infection and
strong, the outbreak quickly, in a crowded, public space is limited common
popular locations, such as: nursing homes. Court last June there have been
influenza A group of emergencies, sharing survey report is as follows:
Methods: Court for a 947 scale psychiatric hospital, June 11, 2014 a chronic
housing fever, runny nose, sore throat symptoms of cases, just the 2nd fever
cases rapidly increased to eight, to the neighboring hospital, preliminary
diagnosis of lower respiratory tract infections, the day immediately notify
health authorities for investigation.
Results: To June 20 JCP tube 14 patients in seven influenza rapid screening
test (Rapid influenza diagnostic tests, RIDT) 6 were diagnosed as type A influ-
enza cases. Thus confirmed as influenza A group burst, including two cases
had a close history with the community activities, and staff health moni-
toring normal, does not exclude the patient from the time the community
back to the hospital, into the source of infection causing this wave of the
epidemic. Finally, a total of six patients administered Tamiflu Capsules
(75mg) 1 # Bid * 5day treatment ward pause exchange activities, mining dis-
trict Cohorting, environmental disinfection, hand hygiene implement mea-
sures such as fasting, starting June 21 new cases does not appear.
Conclusions: Chronic psychiatric hospital room, with an average of 48 to 50
admitted patients, the densely populated, poor ventilation ward environ-
ment. Another patient affected by mental illness to express the ability to
reduce interference and due to poor health habits, unable to comply with
respiratory hygiene and cough etiquette, when signs of infection, the imper-
ceptible signs of infection, influenza occurred group of chronic psychiatric
hospital emergency room for risk factors.
PS 2-399
EXPERIENCE OF MANAGING A CLUSTER OF ENTEROVIRUS INFECTION AT
A CHILD PSYCHIATRY DAY CARE WARD OF A MEDICAL CENTER
Yi-Kuan Su a, Li-Hsiang Su a, Jein-Wei Liu a,b, Yi-Chuan Huang a,c.
aCommittee of Hospital Infection Control, Chang Gung Memorial Hospital-
Kaohsiung Medical Center, Kaohsiung, Taiwan; bDivision of Infectious
Diseases, Department of Internal Medicine, Chang Gung Memorial Hospital-
Kaohsiung Medical Center, Kaohsiung, Taiwan; cDivision of Infectious
Diseases, Department of Pediatrics, Chang Gung Memorial Hospital-
Kaohsiung Medical Center, Kaohsiung, Taiwan
Purpose: Four herpangina cases with underlying mental development delay
children happened successively at a child psychiatry day care ward in a
southern medical center from July 14 to July 22 in 2014. Analysis of these
four 2-year-old development delayed children, person, time and place had
correlation. Cluster infection was suspected and further investigation per-
formed immediately.
Methods: Children with cognitive learning and intellectual development
problems were admitted to this ward. Four cases had fever and tiny ulcersover soft palate. Clinicians diagnosed herpangina according to clinical symp-
toms. There were 36 children treated in this ward. They were divided into 5
classes including two developmental delay classes, two autism classes and
one preparatory class. They studied in the morning from Monday to Friday.
But the 36 patients studied together in one class sometimes and led to close
contact. We observed that teaching aids and toys did not disinfect after use.
Diaper changing surface did not disinfect after each diaper change, too.
Results: For controlling the cluster infection, we immediately took a suspen-
sion of 7 days (July 23 w 29th). We also monitored health conditions of stu-
dent sand kept the records. Implementation of staffs, pupils and parents
performed proper hand hygiene. Disinfect the environment, all equipment
and teaching aids, to register them, to clean and disinfect them after
each use, and keep disinfection records for future reference. Increase to
disinfect the diaper changing surface and to provide disposable paper pad
when changing diapers. To educate parents deal with filth properly and
proper hand washing. There were no more new herpangina cases till the
end of August 2014.
Conclusions: This enterovirus cluster infection stopped through enhanced
environment cleansing and disinfecting, proper hand washing and daily
monitored children’s health condition. Correct and timely implementation
of infection control measures was very important.PS 2-400
AN OUTBREAK OF MULTIDRUG-RESISTANT PSEUDOMONAS AERUGINOSA
IN EASTERN TAIWAN
Chen-Hui Wang a, Hui-Li Jiang a, Huei-Jwn Chao b, Yu-Huai Ho c, Lih-
Shinn Wang c, Xiu-Hui Huang a, Ya-Pin Xu a. aUnit of Infection Control and
Management, Buddhist Tzu Chi General Hospital, Taiwan; bUnit department
of Laboratory Medicine, Buddhist Tzu Chi General Hospital, Taiwan;
cDivision of infection Diseases, Department of Internal Medicine, Buddhist
Tzu Chi General Hospital and Tzu Chi University, Taiwan
Purpose: An outbreak of multidrug-resistant Pseudomonas aeruginosa
(MDRPA) was investigated to determine the sources of infection and to con-
trol transmission.
Methods: From January 2013 through August 2013, 35 patients in our Urology
unit were diagnosed with a multidrug-resistant strain of Pseudomonas aerugi-
nosa. Phenotypically similar isolates were examined for genetic relatedness
by means of pulsed-field gel electrophoresis (Figure). Clinical characteristics
of the affected patients were collected, and a detailed epidemiological and
environmental investigation of potential sources was performed.
Results: Analysis of 35 cases demonstrated that 32 of them underwent uri-
nary tract surgery (TUR-P 68.75%; TUR-BT 12.5%). 87.5% were men. These
cases were diagnosed at a median of 5 days after surgery. Environmental sur-
veillance of operating rooms, wards and examination rooms (total of 41 lo-
cations) did not detected presence of MDRPA.
